ASYLUVS
by
Er vi ng Sof f man
One val ue of Erving Gof fman' s book, Asylums, isthat it provides
us an opportunity to take a l ook at mental hospitals fromthe point of view
of the patient. As psychiatrists or as sociologistswetend, heinplies, to
| ook at nmental hospitals fromthe point of viewof our theories concerning
the nature of nental illness and howit shoul d be treated; because we have
i deas about what should be t here, we tend not to see what actuallyisthere.
The pati ent, however, probably doesn't knowanyt hi ng about our t heories; all
he knows about t he hospital is what he sees. And what he sees, Goffnan says,
isthe "brute fact" that nost of what goes oninaninstitutionis determ ned,
not by psychiatric or sociol ogical theory, but by the need to regulate t he
behavi or of many people in a small space w th maxi mumeconony and m ni mum
facilities and staff.
In analyzing institutional life as it is actually experienced by t he
patient, Goffman deal s withthree processes:

A) The process of depersonalizing the patient so that he can be nore
easily dealt with as just another unit in a "batch".

B) The process of regulating all activities by the "privilege systent,
whi ch consists essentially of neasuring a patient's health in terns
of hi s obedi ence.

C) The process by which the patient accommodat es hi nself to t he actual
conditions of institutional Iife.

Goffrman i sts many specific features of each of these processes. These
features are outlined inthe foll owi ng pages. There m ght be sone profit for
us i n | ooking at each of these features and asking t he foll owi ng questi ons:

1) Does this sort of thing go onin my hospital?

2) If it does, and | approve of it, howdo | reconcile thisw thmny
theoretical viewof the function of a nental hospital ?

3) Ifit does, and | don't approve of it, what canl doto elimnate
it ortomnimzeits effect onthe patient?



The process of depersonalization.
Is the patient requiredto sl eep, work and play in a restricted
nunber of pl aces, or does he have rel ative freedomof novenent ?

1)

2)

3)

4)

5)

6)

7)

8)

9)

10)

11)

12)

13)

Is the patient always kept with his "batch", or does he have free
choi ce of hi s conpani ons?

I s he al ways subj ect tothe same authorities, or does he have sone
unregul ated areas of activity, opportunities for a "noral holiday"?

Does staff act primarily in the rol e of guards?

How many specific arrangenents are dictated sinply by the need to
"regul ate many by few'?

VWhat is done to mnimze split between staff and pati ents?
Any nornal social intercourse?

Any use of ternms or gestures indicating antagoni sm

or a conpetition of wills?

Any use of stereotyped desi gnati ons, nanes, attitudes
(habi tual indi fference, | ofti ness, contenpt, etc.)?

a)
b)

c)

Are the patients regarded as units for processing?

To what extent do we negate t he usual nmotives for worKk:
pay, advancenent, prestige, taking care of one's needs?
Do we give a patient any reason to feel he should work?

Does t he amount or nature of the work done bear any rel ation
tothe patient's needs, as distinguished fromthe needs of the
institution?

To what extent does the patient take responsibility for his own
donesti c arrangenents within the hospital ?

To what extent do we enforce hi mto adjust to "batch" |iving,
and what are our reasons for doing so?

Isthe patient forcedto undergo "rol e di spossession” (i.e.,
nol onger student, parent, spouse, worker, etc.) at entry?

To what extent do we "trim or "strip" the patient of all
features of self-identification?

Do we re-identify hi mby features which he has i n common
with everyone el se?

(1) Stereotyped life history

(2) Photography

(3) Weight

(4) Fingerprints

a)

b)

(5)

Assi gnnent of a nunber

Do we disregard the patient's normal privaci es (those to which
we feel that we have aright, for instance)?

(1)
(2)

(3)
(4)

Sear chi ng hi s person

Renovi ng hi s personal possessi ons, and givi ng hi mno
private | ocker for storage

Undressing

Bathing and disinfecting



14)

15)

16)

17)

18)

19)

c) Dowe reconstitute persons as "units", asidentical elenents
of our systen?
(1) Typed haircut
(2) ldentical institutional clothing
(3) Qoupinstructioninthe rules
(4) Qoupassignnment toquarters, wth know edge t hat t hese
gan bg) changed any tinme the staff arbitrarily decides to
0 SO~

Do we seemto indicate indifference tothe "physical integrity" of
t he patients?
a) Restraint and secl usion

b) Beatings
Do we i ndul ?e inverbal and gestural humliation?
a) Tests of obedience

21; S ”R/ errands
I ating novenents
233 Standing at attention
4) Forceddeference: "Sir", etc.

Eat al | foodwi th spoon, etc,

c) Needtobegfor little things which one usually can do for
onesel f: drink of wat er, snoke, |ight, phone

d) Humliatingreferencestopatients: obscene nanmes, cursing;
negativecriticism particularlyin presence of ot hers; teasing
or hazi ng; discussion of the patient intechnical jargon

Do we give the patient adaily round of lifethat is aliento hin®
a) No nornal heterosexual relationships
b) Make-work, nenial jobs

Do we deprive the patient of privacy concerning his personal |ife,
hisillness, background, etc.?

a) Piles openindiscrimnately

b) Gossip anong staff concerning patients

c) Forced group confessions

Do we subject the patient to public humliations which are not
I nposed on the staff?
a Ph?/si cal examnations | acki ng privacy
(ol | ecti ve sl eepi ng
c) Doorless, partitionless and seatlesstoilets?
d) Judas w ndows

e) Gonstantly w th people (notineto be al one)

Do we suspend t he usual sanitary arrangenents?

Enpt yi ng one' s own sl op

Reginentedtoilet (astotime, place, and duration of stay)
Uhcl ean f ood

Messy quarters

Soiled towel s or other Iinen

\ari ng sweaty cl ot hes of others

Drty bath facilities

S eeping w th diseased or dying
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20) Are there other invasions of privacy or self respect?

a) Constant surveillance by guards

b) Personal possessions handl ed by others without patient's permnm ssion

c) Forced grouping without concern for the patient's feelings:
on basi s of age, race, ethnic group, etc.

d) Use of informal nmodes of address by strangers or by those who
cannot be so addressed by the patient

e) Censoring mail

f) Publicvisits, no privacy

g) Wtnessing nortification of significant others w thout being
able to help

21) Do we create the follow ng conditions?
a) Reginmentation: Do only what others are doing

1) Govern all activities by a routine and nmeasured pace

2) Leave no activities to be regulated sinply by personal taste

3) Specifymnute details of routine: keep hands still, carry
only specified itens in pocket, use only a specified dole of
toil et paper, dress by the nunmbers, mmintain silence, have no
pi ctures or other decorations, do not |Iook around at meal s, etc.

b) Tyrannization: do only what others tell you to do
1) Do nothing without perm ssion
2) Be subject to any, nenmber of the staff, be at anybody's beck
and cal |

22) Do we subject the patient to the "sickness-treatnent" rationale of

the institution?

a) "Looping" —creating a defensive response, then attacking that
response as a synptomof illness

b) Allowno face-saving reactive expressions

c) Interpret all actions, even those normally considered indifferent,
as signs of illness.

d) Perpetuate the diagnosis as a permanent badge

B. The Privilege System

1) |Is our definition of rewards and punishnments "infantile" and "negative"?

a) Infantile punishments: not specific punishnments for specific m s-
deeds but diffuse di sadvantages whi ch may attach to any acti on;
do we develop in the patient the feeling that "Big Daddy is watch-
ing you?"

b) Negative rewards: rewards are not positive val ues, but only
restorations of normal privileges which are stripped fromthe
patient at time of adm ssion. Do we develop in the patient the
feeling that he is dependent on us even for those rights which
the rest of us consider "natural” and "inalienable"?

2) Do we identify the question of release with the privilege systenf
Do we give the patient the feeling that all he has to do to get out
is to behave? Do we confuse "conformtyto rules" with "nmental health"?



3)

Do we make the work systempart of the privilege systen? Do we
award easy jobs, etc., to those who "play the gane"? In short,
is work seen by the patient as punishment or as therapy?

Adaptive Processes

The processes by which the patient adapts hinself to the depersonalization
process and to the privilege system
Reactions considered bad in ternms of the privilege system

1)

2)

a)
b)

W t hdrawal , regression, etc.

I ntransi geney, refusal to cooperate with staff

Reactions considered good in terns of the privilege system

a)

b)

Col oni zation: The patient "settles down" in the institution and
makes sone sort of free world for hinself fromthe linmted mater-
i al s avail abl e.

Conversion: the patient settles down, not because he has nade a
free world for hinmself within the institution, but because he has
accepted the viewthat he is totally unable to take care of him
sel f .

"Playing it cool", which conbines surface conpliance with internal
aninmosity or indifference.

| mruni zati on: the easy-going way of those who have never known
any better kind of life than that of the institution.
Identification: becom ng a "conpany man", "stool pigeon", etc,
Speci al conpensations: Sone patients like the institution
because it gives themthe closest contact they have ever had
withthe "polite world" of education, manners, cleanliness, etc.



